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FOREWORD

There is growing concern over the many problems that rural North
Carolina faces in obtaining adequate medical care. Citizens, state govern-
ment, and the medical community have become increasingly involved in
the search for solutions. Some communities have devieloped health delivery
systems whereby medical care, limited in scope theugh it might be, has
been secured. North Carolina maintains its own medical school and pro-
vides supplementary funds for two private medical schools. The State is
committed to increasing the number and quality of medical doctors, sup-
porting new programs such as the residency in family practice, and pro-
viding loans to medical students in return for agreed-upon practice in
rural communities. The Medical Society of the State of North Carolina
operates a physician placement service for physicians and communities,
encourages the immigration of out-of-state doctors, and generally sup-
ports the utilization of new types of health professionals.

Governor Robert W. Scott's concern over the growing problem of
physician shortage in rural areas led to his appointment of a special
Committec on Community Health Assistance. To some extent the idea
for this Committee begun with the work of a special task force of the
Governor's Advisory Council on Comprehensive Health Planning which
devoted months of study to problems related to the availability of basic
health care services. The study recognized that although our medical
schools are graduating an increasing number of physicians, it will be
many years before the total number of practicing physicians is substanti-
ally increased. The task force was aware that producing more physicians
woull not necessarily mean a better distribution of services. The report
stressed that more efficient use had to be made of existing resources, and
that communities could seek solutions to their health care delivery prob-
lems if provided with advice on how to develop appropriate kinds of
health care mechanisms. Therefore, the task force recommended the or-
ganization of a small body of health experts at the state level to study
the problems of small communities, and to provide assistance to com-
munities with acute health manpower shortages. Subsequently, Governor
Scott appointed ten health professionals to focus on the problems of rural
health care delivery (See Appendix for membership of Governor's Com-
mittee on Community Health Assistance).

The Committee on Community Health Assistance is a planning and
consultation resource to communities with health care delivery problems.
A longer range objective is to plan for and propose forms of state assis-
tance to meet the health needs that are identified during the process of
Committee consultation with communities. Such recommendations may
be referred to the General Assembly, or other appropriate body, for
action.

Hopefully this booklet will stimulate action at the community level
and provide background for communities involved in planning for im-
proved health care delivery.
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CHANGING PATTERNS IN RURAL LIFE

The pattern of living in small towns and rvural aveas hax changed
rapidly in the past few decades. These changes-~technological, sociil,
economic, and political—have created many problems that thus far have
defied complete solution. One such problem, the provision of adequate
health cave, is of increasing concern to both consumers and providers of
health services,

The rapid urbanization of our society has strongly influenced both
small town and open countryside. A steadily declining proportion of
families lives in rural areas. In 1970 approximately 27% of the total U.S.
population lived in rural areas, while in 1950, 36% of the population was
classified as rural, This tremendous shift to urban areas is expected to
continue at an accelerated rate,

Although there are many high and middle income families living in
rural aveas, a large percentage of rural Americans live at ov below the
poverty level. The relationship of this faet to adequate health care is ex-
tremely important. Most of the major causes of morbidity and mortality
in the United States have incidenee rates that are much higher among
low inconie families than high income families. 111 health leads to loss of
income, and loss of income often makes it impossible to secure adequate
medical care. Complieating the situation is the fact that doctors tend to
gravitate to higher income areas, leaving economically depressed com-
munities without medical care.

The decline in rural and small town populations undermines the
cconomy and severely restricts the fiscal base upon which local govern-
ment and business must rely to provide needed services and products, As
services are curtailed or terminated and products become less available,
residents are foreced into a growing dependence on larger neighboring
communities,

Beeause rural residents must travel beyond their immediat e community
for many services and products, they are beginning to recognize the
interdependence of the various communities within their avea. This has
led to interaction on the basis of larger geographical units. The trend
toward larger units of action—fewer but larger farms, multi-district
school systems, areawide fire and police protection, and regional hospi-
tals—allows resources to be combined into larger and more functional
groupings, County, state, and federal governments are increasingly in
agreement that services—including health services—can be provided
mere effectively on a regional basis,

CRISIS IN HEALTH CARE DELIVERY
PHYSICIAN SHORTAGE

Altheugh the nation’s medical schools have been graduating a con-
stantly increasing number of doctors, many health experts contend that
the shortage of physicians eoutinues to grow. These people note that the
number of doctors engaged in teaching, research, and administration has
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risen, causing a decline in the ratio of doctors who actually provide per-
sonal health services.

The magnitude of the physician shortage. however, is the subject of
considerable debate. While some stress the need to produce additional
physicians, others maintain that a physician shortage does not exist. or
at least is not as acute as commonly assumed. It has been submitted that
the main problem with regard to shortages of physician services is the
present geographic and speciality maldistribution of physicians,

GEOGRAPHIC MALDISTRIBUTION

Metropolitan areas have a disproportionately large share of medical
docetors, The six largest counties in North Carolina, with 26% of the state’s
population, have 43% of the physicians, Seven eities—Raleigh, Durham,
Chapel Hill, Greensboro, Winston-Salem, Charlotte and Asheville—with
30% of the state’s population have about 50% of the physicians. Similar
situations across the country led the American Medical Association's
Council on Rural Health to note that people in rural America have “only
about one half the access to physicians, dentists, nurses, hospital beds
and other health resources when ecompared with the rest of the nation.”

It is significant that about 22% of all the doctors who practice in rural
North Carolina are over 70 years of age. As they retive, become disabled
or die, these doctors are not usually replaced. Thus a redistribution of
physicians oceurs when younger doctors enteving practice decide to lo-
cate in larger cities rather than replace these older doctors in rural arcas.

This maldistribution of physicians, which has developed over the past
several decades, has oceurred because better hospitals and supporting
facilities, educational, social and reereational advantages are often found
in urban areas. Physicians, like many other people, enjoy the amenities,
real or imagined, of urban living, .

SPECIALTY MALDISTRIBUTION

The growth of medical specialization has resulted in a decline in the
number of family physicians and a shift away from rural practice. In
1950 only 36% of the doctors in the United States limited their practice
to a specialty, while in 1965, 64% were classified as speecialists, While
specialization has praduced great medical advances, it has also intensi-
fied the problems that rural areas already faced in attracting doctors,

An important factor in the medical student’s inclination toward
specialization is his lack of exposure or orientation to family practice
during his training. Many students feel that specialization offers move
glamor, more opportunity to keep abreast of medical advances, a greater
feeling of pride and respecet, a more controlled work schedule and greater
monetary reward. Many rural areas and small communities lack the
population base and facilities for a profitable specialty practice,

In the past few years, however, there has been a growing interest a-
mong medical students in the inequities in the present health care delivery
system, Many medical schools are responding by establishing training
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programs in family practice. These programs, which emphasize the de-
livery of family-oriented primary health care. are attracting en inereas-
ing number of students. Family practice residencies may encourage more
physicians to practice in rural aveas, although it remains to be seen what
impact such programs will have upon physician distribution.

OTHER HEALTH RESOURCE SHORTAGES

Rural arcas also face problems in regard to other types of health care
resources. As physicians.continue to gravitate to urban practice, many
allied health professionals such as nurses and technicians, either follow
or find other employment. The pharmacist may close his business when
the local doctor moves, retires, or dies. The community that is unable to
attraet or support a physician is often without dental care also.

Rural hospitals are feeling the pinch. Although the number of patients
and the demand for services is inereasing, many ruval hospitals ave being
foreed to reduce their staffs. Many of these hospitals have limited labora-
tory, diagnostic and specialty service facilities.

Emergency care, probably the weakest link in the delivery of health
services, is often completely inadequate in rural areas. Emergency vehi-
cles may be staffed by poorly trained personnel and outfitted with out-of-
date equipment. The communication system may be insufficient to assure
prompt response to emergencies, and the local hospital may be unable to
handle emergencies quickly and efficiently (See Appendix for description
of emergency medical services compouents).
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INTRODUCTION

Limitations on health resources are most acute in rurid arcas. The
readiness and ability of rural communities to respond to problems of
liealth manpower, facilities and services depends greatly on local health
planning. Such planning must focus on the development of new patterns
of health care delivery which will attract physicians to rural practice.

Before planning efforts proceed. however, one basic consideration must
be accepted as influeneing the design of any health system: most
physiciansdesire to practice in close proximity to one another and prefer
locations offering access to adequate backup. particularly in ferms of
specialized diagnostic and treatment services,

ORGANIZING AT THE COMMUNITY LEVEL

A suecessful health program must reflect the needs, interests and ef-
forts of the residents in the community to be served. Planning will be
ineffective without community support. In some communities it will be
necessary to generate public support for planning, while in other com-
munities concern over various health problems may aheady exist,

Although the support and cooperation of all segments of the community
is required in health planning, this interest must be properly channeled.
A community health couneil or committee can develop leadership and
direetion. In order to secure participation, broad support must be built

. in the area for the committee. Persons not on the committee should be
encouraged to participate by serving on subcommittees and stwdy
groups. These subeommittees could consider specific problems such as
finances, facilities and manpower for improved health care delivery.

Acceptance and support for any plan for health care delivery will de-
pend on the degree to which the public is involved in the development uf
the plan. In forming the local health planning committee, every effory
should be made to involve a broad and representative cross seetion of the
community.

Although the makeup of the committee will vary from community to
community. it should include in its membership both health service pro-
viders and consumers.

The commiittee should consider contaeting:

—Practicing physicians in the vicinity. Support of local doctors is most
important, for their attitudes will influence a new doetor in his de-
cision to locate in the community.,

—Other health service providers, such as dentists, nurses and phar-
macists.

—Representatives of health institutions, public health and social ser-
vice agencies, and areawide comprehensive health planning igen-
cies.

—Influential individuals in the community. These should be leaders in
Q
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industry and business, nonhealth professionals. ieligious and eduea-
tion leaders, and loeal government officials,

—Residents of the medical trade area. Representation from this group
should include persons of various edueational and income levels.
ethuic and age groups.

The health committee’s basic funetions could include:

—Determining goals ad objectives. az these relate to improved health
cane delivery.

—Supervising and coordinating health planning activities, and making
decisions based upon recommendations and alternate courses of
action,

—Selecting consultants, if needed. to advise the committee.

—Implementing health plans by influencing neeessary political action
and securing financial assistance.

—Maintaining liaison with other organizations and ageneies with
mutual concerns, and coordinating aetivities with those of the over-
all eommunity planning efforts.

—Informing the community of the committee’s activities.

IDENTIFYING COMMUNITY HEALTH
NEEDS AND RESOURCES

One of the health committee’s first tasks will be to assess the com-
munity’s health needs and resources. Health needs include not only the
disease and itiness problems of individuals, but also such toncerns as
manpower shortages, inadegzate facilities and lack of coordination among
health care providers, The committee should cousider hoth present and
anticipated health needs.

The committee should first assess the existing patterns of hiealth care
delivery, relying on the experience of both health providers and con-
sumers. Basy aevess to services and the ability to pay encourages people
to use sueh services. The coremittee should consider not only which ser-
vices are available but also any barviers. financial or otherwise. which
diseourage utilization of these services.

The committce must compare what is known about the existing health
system’ in the community with what might be a desivable ov ideal sys-
tem. Agaitt, the committee should solicit the opinions of providers and
consumers to determine - n ideal pattern of health eave delivery.

Criteria to be considered in determining the ideal system inelude:

—Effective and economieal utilization of health professionals,
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—Adequate facilities in the medical service area to provide needed ser-
vices.

—Satisfactory funding to assure that all persons in the community will
be served.

In addition to soliciting the opinions of providers and consumers,
other information should be obtained. This could include:

—The number, types and distribution of health manpower and facili-
ties. .

—Nature of the population—age. sex. racial composition.

—Existing patterns of coordinatior among various health agencies in
the community. Number and types of agency referrals should be
taken into account, as this might wgive some indication of inter-
agency coordination.

—Results of any special sereening programs that have been con-
ducted in the community. These would show the prevalence of cer-
tain disease and illness conditions in the area and indicate whether
the existing community health system can provide needed serviees.

To supplement the above. the committee may wish to undertake a
special health interview survey. Thix could be quite costly, however, and
careful consideration should be given to the question of whether or not
the expected benefits will justify the costs involved.

It is the committee's job to determine how well the existing xystem
is mecting the needs of both consumers and providers of health services,
and to identify problemsx in the system such as under-utilization of ser-
vices and/or lack of needed resources. The ultimate goal will be to develop
the type of delivery system that will best serve the consumer and offer
greater incentives for physicians and other health provider groups.

DEFINING THE PLANNING AREA

Because rural areas must make the most of scarce resources. it may
be productive for the committee to relate its planning efforts to neighbor-
ing communities. Dependent solely on limited local resources, many small
communities will find it difficult, if not impossible, to obtain needed
health resources. To attempt te provide a full range of health services in
every community would be unrealistic in view of the costly duplication of
services which might result. Cooperative planning is usually essential to
develop the types of innovations in the health delivery system that will
attract additional physicians and other health resources, and to provide
for increased accessibility to xervices.

Broader-based planning:

—Facilitates development of a full range of needed facilitiex such as
hoxpitals, extended care facilities and nursing homes.

12 "
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—Creates more effective patterns for the organization and delivery of
health services,

—Allows more effective utilization of facilities, physicians and allied
health personnel.

—Fuacilitates patient referrals and assures greater ease of access to
particular components of the health care system.

—Inereases the possibility of sound financing and adequate funding.
A i

—Allows the physician greater opportunity for consultative and diag-
nostic assistance, and time for continuing education.

—Aids in recruitment of health personnel by offering empiovment
within an ongoing, innovative delivery system.

Planning on an enlarged geographic base demands coordination and
cooperation among neighboring communities. hospitals, physicians and
other health resources. Consolidating and sharing services and manpower
in multi-community or regional health care svsteras requires working re-
lationships among the various health facilities and programs in the area.

While regionalization of health care services can be important for im-
proving access to services in rural areas, so too can the related idea of
“growth center” planning. Growth centers, which are communities with
potential for development. can serve as focal points for primary physician
and other health services,

In North Carolina, growth center planning is gaining incereased accep-
tance and communities should keep informed of these developments.
Growth center relationships within a region can affect the design of ap-
propriate kinds of health service networks. Communities designated as
growth eenters will plan for health services as well as industrial expan-
sion, job development and training. and other aspects of rural develop-
ment. This eould result in the type of community development that will
produce attractive rural settings for physicians and other health man-
power. The small rural community having less potential for development
-an benefit by affiliating with a nearby growth center in efforts to obtain
additional physician services.

12 13
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INTRODUCTION

1L appeiars that physicians will continue o gravitale to urban prae-
tice, leaving large arcas with limited secess to health care, Consequently,
rural arcas have bcome a vast liboratory for experiments in new ap-
proaches to heulth serviees delivery. University medical centers are rotat-
ting students, interns and residents though rurid health centers and
satellite elinies. The federal government, through agencies such as Com-
prehensive Health Planning, Regional Medical Program and Gifiee of
EFeonomic Opportunity, is sponsoring nunierous innovative health care
projects. Rural pesidents themselves are taking i greater interest in
health ecare, amd are organizing to develop community health plans o
provide necded local health services,

There is no single structure for the study and solution of all health
problems that would apply to all communities in all situations. Each
community must analyze its problems to determine the most feasible
arrangement for the delivery of headth care. The vange and complexity
of services in g ruval arca depends upon:

~=The degree to which residents recognize and understand the need for
better heaith services.

=The level of resourees available and committad to the designing of
an tmproved health care delivery system.,

== The size of the geographic vegion within which pianning oceurs,

—The relationships which are established with health delivery mechan-
isnms ontside the planning area,

CHANGING CONCEPTS IN RURAL HEALTH CARE

Several factors have enabled the development of new concepts in the
delivery of health services:

—lmprovements in transportation,
—-Advinead communications and disgnostic technology.

— Development of new categories of health professionals as part of an
enlargad health tean.

IMPROVED TRANSPORTATION

Today's modern transportation makes it annecessary for medical ser-
vices o be locatad in every town or hambet. Because travel time, not
distanee, is the important faetor, it is possible to think in terms of a
facility. such as a rueal health center, conveniently located to serve an
area nuch Loger than an individnal town,

Cars, buses, vans and even helicopters, can be mtilized to bring pa-
tients and health personnel to eenteally located health services. Indevel-
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oping a transportation system, it may be possible to improve and inte-
grate existing services rather than develop completely new omnes. Ar-
rangement might be made with local morticians, taxi owners, police and
fire departments to provide transportation to a health facility. The use of
school buses. which are idle nost of the time. might be considered. A
commubity, or group of communities, might establish a transportation
cooperative, using local funds or funds from outside sources to buy or
rent vehicles.

COMMUNICATION LINKS

Advances in communication technology have -enabled the establish-
ment of important links between various health care providers, and have
stimulated experimentation with rural health care delivery systems. Such
links can provide the vehicle by which backup services are provided
health personnel who work in rural areas. In some cases the communica-
tions system may involve nothing more than a telephone, whereby a
physician’s assistant or nurse practitioner manning an outpost clinic
can consult with a physician. In other instances a rural health center
may utilize more sophisticated equipment such as closed circuit television,
computers, and microwave radio.

Communications systems can have important implications for patient
care. A patient’s vital signs. for example, can be recorded by a medical
technician staffing a rural health center and transmitted over special
telephone lines to a physiciin some miles awa; for interpretation. The
results can be returned almost immediately to the rural health center.

Electronic equipment also can serve an educational or teaching func-
tion for health personnel in rural areas and small communities. For
example, lectures prepired at a university medical center can be beamed
over a two-way radiotelephone complex to the rural health center, the
community hospital or the individual practitioner participating ina rural
health program.

Some types of electronic equipment can narrow the mileage and knowl-
edge gap between the rural practitioner in solo practice and the big city
specialist, Various experiments have transformed some doctors’ offices
into computerized laboratories with communication systems that link
the doctor with the moie extensive resources of a large hospital or medi-
cal school. However, few small towns and their physicians could install
or maintain such a system because of the great expense, the experimental
nature of such a setup and the extensive ccoperation needed from indivi-
duals and institutions outside the area.

THE HEALTH TEAM APPROACH

There is a growing interest in the training and effective utilization of
Jealth professionals who provide services supportive to the physician. The
h alth team concept is not new, only the size of the team is being en-
la.ged. The traditional physician-nurse arrangement has been aug-
mented by the addition of other heaith personnel, such as the physician’s
assiztant and nurse practitioner, who are assuming many of the tasks
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formeriy performed by the physician. Joining these new ecategories of
health workers are existing health professionals (public health nurses,
health educators, technicians, ete)) and health-related persomnel (social
workers, home economists. ete.) to form a health team which, headed by
the physician, provides eomprehensive, family-oriented health eare.

ALTERNATIVE TYPES OF RURAL HEALTH
CARE DELIVERY

Innovative experiments taking advantage of improved technology and
organizational techniques give vivid testimony to the fact that services
can be extended to areas lacking adequate levels of health and related
resources. These experiments in rural health eare delivery are based on
many different kinds of models, For purposes of discussion these models
have been categorized in a generic sense.

The following examples of alternative arrangements for rural health
services are based on the premise that the provision of physician services
i= the key element in any health care delivery system. Following a general
discussion of each eategory. several programs are highlightad as illus-
trative of that category.

THE PHYSICIAN IN NEW ORGANIZATIONAL SETTINGS

In some locations physicians may be available. but not in sufficient
numbers to serve all those in need of medical care. Focusing on this type
of situation. some experimental programs stress the need to change tradi-
tional modes of medical practice. Emphasis is upon increasing the physi-
cian’s efficiency. thus placing him in a better position to utilize his time
and talents in caring for those who most need his help. One way to accom-
plish this is to establish a system by which the physician utilizes a team
of auxiliary personnel who relieve him of many routine responsibilities,
and provide specialized social and health related services. Under this Sys-
tem, the physician can see a patient when he first enters the system to
establish that care is physician-directed and to explain the role of other
team providers. Much of the burden on thephysician for total patient care
is relieved with the delegation of many responsibilities to other members<
of the health care team. Team members can function both in and out ¢f
the facility in which the physician is housed,

Programs that extend the arm of the physician and enable him to care
for more patients place heavy emphasis on prevention of disease. mainte-
nance of good health and home care. Education of the patient is quite
important in terms of self-care, adoption of sound health habits and ap-
propriate use of health care =ervices and facilities. Outreach into the ter-
ritory covered by the physician thus becomes an essential aspect of the
system. Delivery of services in the home by specialiy trained nurses can
be quite relevant to the needs of the chronically ill patient, and convenient
for those who require simple follow-up care after a visit to the physi-
cian. Public health nurses. environmentalists, multi-specialty aides and
others can provide important outreach services. With an effective partner-
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ship between those in the field and those working directly with the physi-
cian in hix office, continuous comprehensive eare is possible.

Physicians participating in such programs require, of course. adequate
backup support. Liuking the primary physician with more extensive re-
sources outside the local community is basic to the concept of inereasing
hi: effectiveness. Cooperation between existing physicians amd  ether
health resources in the lacal area is alto important to the team approach
to health eare delivery. For example, cooperation between the physician
and local public health personnel ix necessary for an effective program of
health outreach,

Variations on this idea of extemling the arm of the physician range
from: (1) a specially trained assistant under the supervision of a single
physician, to (2) several teams of health workers, each team under the
direction of one of a number of local physicians linked together in a loose
assoeiation, to (3) the idea of a formal group practice functioning as team
manager.

While the team approach to extending the services of the physician
doex not require the formal organization of physicians into a single group.
there are distinet advantages in some degree of reorganization of local
resources to serve a larger area than the single rural community. For
example, if physician resources were organized into associations (as op-
posed to formal group practices) and housed in facilities strategically
located at key points in the larger rwral area, certain cconomies would
result from shared facilities, equipment and services of allied health per-
sonnel. This approach would also enable the development of linkages with
backup resources located in larger towns outside the local medical trade
area. Through this coordination of physician manpower, the individual
doctor has more time for continuing education and related kinds of activi-
ties.

Lawrence County, Alabama

—\With emphasis on outpatient services and preventive health care,
this model system serves a rural county of more than 30,000 population
facing an acute physician shortage.

—Appalachian Regiona! Commission funds help support a cooperative
effort by local health and community leaders and the University of Ala-
bama. Use of team approach by local physicians increases efficiency and
provides outreach into the community.

—University of Alabama trains physician’s assistants to work with
local doctors. Family practice residents, supervised by local physicians.
are rotated through family care units,

—Close links exist between private and public health, especially in re-
gard to outreach teams composed of public health nurses, environmental
health workers and multi-purpose aides,

—The University of Alabama Medical School cooperates with local
physicians by providing consultative and diagnostic support. continuing
education and refresher experiences.
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Monterey County, California

—Through a grant from the Office of Economir Opportunity, a private
group of physicians is working in conjunction with the county medical
society to provide comprehensive medical care to indigent patients in the
same facilities utilized by paying patients.

—Consumers serve on an advisory council and as employees in the
project. Health aides from the target population ave recruited and trained
to establish communication with community residents and solicit parti-
cipation in the program. Health aides also work in the local community
hospital, an integral part of the project.

—Care is provided by a health team of private practitioners, nurse
paliatricians, physician’s assistants, public health and social welfare
workers, and indigenous health aides. Emphasis is on tireatment for anr-
rent medical problems and education of patients in routine preventive
care. A strong home care component is made possible by a home health
agency established by the private medical group.

—Patient transportation is provided to the main physician clinic, two
satellite clinics and the local community hospital.

BRINGING ON-SITE PHYSICIAN SERVICES TO
SHORTAGE AREAS

Some experiments in rural health care delivery provide on-site physi-
cian services to areas lacking their own physician. and having poor ac-
cess to health care rexources located elsewhere, Some university teaching
centers have cooperated with communities to establish programs in
which the university supplies a physician or physicians to man a rural
health center and manage a team of allied health personnel. Typically.
these physicians have active teaching appointments at the university and
enjoy the benefits of a direct link with all needell backup resources. As an
integral part of the university teaching program, these rural health cen-
ters serve as a training ground for medical and marsing students who are
rotated through on a regular basis,

In most instances health center personnel relate quite closely to local
public health resourcex. Typically, the facility for o rural health center
program is provided by the community. The services of the rural health
center may be directed to indigent families or, if no other sources of care
are available, to all persons in the area covered. By charging a fee for
those able to pay, these centers can become self-supporting. Use of the
team approach and a wide range of outreach services enables such pro-
grams to provide not only an entry point into the health care system, but
also comprehensive high quality care with full assurance that all needed
services will be made available.

In an effort to secure on-site physician services. several communities
might pool their efforts to recruit physicians from the area on a part-time
basis until permanent staff can be obtained. In return for such services
the communities could provide a well-equipped facility and help secure
needed ancillary personnel. Such an approach could provide an attractive
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situation both for the part-time physicians and the physicians recruited
to staff the center on a permanent basis. Physicians may be more recep-
tive to temporarily assuming the additional responsibilities of staffing
such a center part-time if they know that permanent staff is being vigor-
ously xought. In addition, the employment of several doctors on a part-
time basis and the judicious use of ancillary personnel could lessen con-
siderably the burden imposed on any one practitioner, especially with
regard to night and weekend coverage. Similarly. the prospect of hecom-
ing an integral part of an ongoing health program, complete with fellow
practitioners for consultative and backup support and ancillary personuel
to improve efficiency, should be a strong point in the recruitment of per-
manent physicians,

The National Health Service Corps (NHSC) i a federal government
program designed to make physicians and other types of health profes-
sionals available on an interim basis to selected areas with eritical man-
power shortages. The ficld operations of the NHSC are primarily in the
form of organized community projects. It is intended that physicians as-
signed by the Corps will be linked with health care resources in the re-
wion, and work with a team of health professionals to provide primary
care. It assighing NHSC personnel to a community. emphasis is on local
support for the project. Communities sceking NHSC assistance must be
prepared to cooperate with the Corps in developing the kind ¢ health
care system that can integrate Corps personnel with existing resources
and necessary backup support. Although the NHSC is not intended as a
long term solution to the problem of physician shortage, it does have the
potential to alleviate some of the more acute health care delivery prob-
lems in rural arcas.

“*Cross-Road Medical Center’’—New York State

—The idea of a multiple physicians® center is sponsored by the State
Medical Society. Each center will serve a defined geographie area which
has no physician. and which encompasses four or five neighboving com-
munities with a total population of between 10,000 and 30.000. Com-
munities will cooperate to support part-time physician services in a cen-
trally located facility furnished and equipped by the participating com-
munities.

—Each center is to be staffed by specialists and family practice physi-
cians from the surrounding area until permanent physicians can be ob-
tained. The State Medical Society will assist with physician recruitment.
Physicians will have staff appointments at nearby hospitals which pro-
vide backup support.

Lafayette County, Florida
—University of Florida College of Medicine is sponsoring a com-
munity-oriented comprehensive health care program in a county with
about 3.000 residents and no availuble physician services.
—County health clinic provides space and i the base of operations. and
county health nurse is a member of the permanent staff of the program.
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—University of Florida utilizes the program to provide a teaching and
training experience for medical and nursing students and house =taff in
community medicine. Students rotated through the program work under
the supervision of a resident in medicine. Students not only live and work
in the community, but are active in all community matters relating to
health.

—County residents comprize advisory committee which assists in plan-
ning and operation of the center,

—A fee for those able to pay has helped to make the center self-sup-
porting.

PHYSICIAN-DIRECTED SATELLITE SERVICES

Another general approach to health care delivery is to extend physician
services by way of satellite arrangements, with persons other than physi-
cians serving as the entry point. In this way the physician, not generally
on-site, can have direct communication links with the =atellite personnel
by radio, closed circuit television and various types of monitoring devices.
The physician maintains the role of manager of patient care. The special-
Iy trainad assistant in the satellite provides some basic health care and
refers to the physician cases requiring more expect attention, This re-
lieves the physician of much of the burden of routine patient manage-
ment responsibilities. Although this arrangement does not allow for con-
tinuous on-site supervision of the assistant by the phyxician, the scope of
practice of the assistant is carefully defined. The assistant generally pro-
vides preventive health services, some emergency services and follow-up
for persons under the care of the physician. The physician makes regular
visits to the satellite facility thus assuring that patients needing further
attention receive the required care.

There are several ways in which this type of model can be imple-
mented. In some cases medical schools have sponsored such programs,
with physicians in the teaching centers supervising outpost personnel.
Medical school participation is important in providing both backup to
satellite personnel and training for the assistants to the physician who
will man the facility. Community hospitals will probably assume increas-
ing responsibility for the training and backup of ancillary health per-
sonnel. At least one medical school in North Carolina iz encouraging
community hospitals to assume a larger role in training these health
professioniuls. When trained, these people could be utilized either as front
line personnel in a satellite clinic physically removed from the hospital,
or as assistants within an expanded program of outpatient services in
the hospital itself. In either case, the hospital staff woukl provide backup
and supportive services and help to assure continuity of care. This is often
preferable to relying on the already overburdened physician in the com-
munity to assume responsibility for the training, and subsequent super-
vizion and backup of ancillary personnel.

Ideally, linking a satellite or satellites to a physician or group of
physicians at a centralized location such as a health center or community
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hospital would be more effective as part of an organized primary care
program incorporating transportation and other supportive services, The
breadth of such a program will depend on existing and potential health
resources in the area and on the type of physician support which may be
secured.

A satellite need not be a fixed facility. Mobile units often funetion as
satellites, providing either a wide range of front line medical services, or
more specializad types of services such as immunizations, prenatal and
well baby care and special sereening programs, Mobile units are especial-
ly effective in areas where many people are remote from stationary facili-
tics or transportation problems are acute.

Farmington, North Carolina

—Ry arrangement between the Department of Community Medicine of
Bowman Gray School of Medicine and a local incorporited citizens
group, the services of a nurse practitioner are available to an estimated
population of 5,000 to 10,000 in a community 20 miles from Winston-
Salem.

—Backup support for the nurse practitioner ix provided b:r house staff
and faculty from Bowman Gray. On-site services of the nurse practitioner,
as the mainstay of the program, are supplemented by regular visits from
student nurses, physician’s assistant students, medical students and
house officers, all operating under faculty supervision.

—A family nurse practitioner has principal responsibility for the pri-
mary health care of individuals and families participating in the program.
Emphasix is on heaith maintenance and prevention. Depending upon the
nature of the problem, the family nurse practitioner can follow one of
three options in handling the patient: immediate intervention, arrange-
ment for emergency care or referral to a physician.

—The program operates on a fee-for-service baxix with necessary wd-
justments for those unable to pay.

Prospect Hill, North Carolina

—One of three =atellite facilities in an GEO-supported comprehensive
health services network in Orange and Chatham counties. The Medical
School of the University of North Carolina and North Carolina Memorial
Hospital provide backup to the Prospect Hill Clinic in northeast Orange
Couwnty, The clinie ix manned full-timed by a family nurse practitioner
and operates in much the same manner ax the Farmington project.

Physician-Monitored Remote Area
Health Program, New Mexico

—NASA Manned Spacecraft Center has submitted a proposal to spon-
sor phyxician-monitored remote health centers utilizing sophisticated
electronic sensoring equipment operated by allied health personnel to
transmit patient’s vital signs to a computer-controlled center. The physi-
cian is to be located at the center and will monitor the patient’'s symp-
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toms and advise remote health center persomnel via radio or television
concerning treatment,

—Patients will be enrsiled either by their physician during a regular
visit or by a mobile sirvey unit. Medical history and other information
will be recorded and «tored in a computer. When a patient becomes ill he
an travel to the nearest remote health center, or be ealled upon by a
mobile unit which is linked to the central computer ecenter.

—The program initially will involve about 95,000 people in a 50,000
square mile area of southwest New Mexico, currently served by less than
30 physicians.

Note: This project is included to illustrate how modern communication
techniques used in conjunetion with allied health personnel make it possi-
ble for remote rural areas to indirectly receive the serviees of a physician.
This project may be too sophisticated and costly to adapt and use in most
rural communities. However. some of the components have realistic ap-
plication, especially the use of radio and television to link ancillary per-
sonnel in the satellite with the supervising physician,
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INTRODUCTION

Acquiring a local physician will be a diffieult task requiring all the ini-
tive and resourcefulness that a community can muster. Because there will
be keen competition from other communities, government ageneies, health
institutions and other organized health programs, a community must be
as active as it would be in trying to attyact a new industry.

It is assumed that the community, through the local health planning
process, has identified the need for additionai physicians and coneluded
that the community is able and willing to support an inereassd level of
physician services. It is also assumed that the planning committee ix
cognizant of the realities of current patterns of physician practice, and
is attempting to develop an attractive medical practiee setting.

THE PHYSICIAN’S CHOICE OF A
PRACTICE SETTING

Most doctors de not wish to practice in isolation. If a community can
support only one physician, it will face certain problems. First such a
community is obvionsly at a dizadvantage in initially attracting a phy=i-
cian—a doctor will not want to practice where supportive and consulta-
tive services are not available. Seeond, if the community should =ecure a
single practitioner, the absence of backup services and adequate relief
may force him to leave the community. Third, a solo practitioner may not
be able to maintain the staff and purchase the sophisticated equipment
necessary to give patients the care that medicine is able to offer today. In
this case, residents may be tempted to bypass the local doctor for impor-
tant illnesses and utilize his services only for minor ailments. Under
such conditions a doctor maxy move his practice, feeling that his talents
could be used more profitably elsewhere.

Today's physician needs more support in terms of education. staff and
equipment than his counterpart of fifteen to twenty years ago. Because
such support is limited in many small communities. it would be more
practical and satisfactory to plan for physician care on a larger geo-
graphic basis. If several neighboring communities, each able and willing
to support a doctor, pool their resources and jointly sponsor a centrally
located office or clinic to serve the entire areu, the results in terms of
quality of care, physician satisfaction and ability to retain doctors could
be quite rewarding.

The community should remain as objective as possible in considering
the advantages and opporiunities it can offer a physician. Many com-
munities tend to overemphasize the importance »f physicial facilities.
There is a widespread feeling that the presence of a vacant doctor’s office.
a building that could be converted to medical use or the promise of a new
office or clinic is the most important single item in attracting a phy=i-
cian. However, scores of vacant offices across the state illustrate the fact
that the presence of such facilities exerts little influence in attracting a
doctor. Muny communities fail to recognize that other factors are impor-
tant to a physician’s practice. and that if fucilities have to be provided,.
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the doctor might wish to have them built to his specifications, The com-
munity should focus its efforts first on aequiring a doctorr and then per-
haps, as further incentive, offer to build a new faeility or renovate an old
one to meet the needs and wishes of the physician.

Some of the factors that are significant in influencing a physician’s de-
cision include:

—Availability of trained supportive personnel (nurses, technicians
and office staff).

—Opportunity for continuing education. (Does the nearest medical
school offer programs that could benefit a local doetor? Would the
community cooperate in allowing him the opportunity to take ad-
vantage of these programs?)

—Availability of a local or nearby pharmaey.

—Availability of laboratory, diagnostic and specialty serviees,

—\Willingness of a nearby hospital to accept a new doctor as a staff
member. (An invitation to join a hospital staff is a decided advan-
tage in any vecruitment effort.)

—Availability and efficiency of emergency medical services in the area,

—Availability of other physicians in the area for coverage, consulta-
tion and specialty referrals.

Although a doctor will be interested in the advantages a community
can offer him in his practice, he may be more concerned with the com-
munity as a place to live. He and his family will be interested in ade-
quate housing, educational, social, recreational and cultural opportuni-
ties, churches or synagogues and, in general, a progressive spirit among
the residents. The physician’s wife plays an important role in the deci-
sion. A community should not neglect the wife, her needs and desires,
if it hopes to entice her husband into setting up practice in the area. Often
a single characteristic of a community can be quite important in influene-
ing the physician and his family. An exceptionally fine school system, for
example, could influence them to accept certain negative factors such as
limited social and cultural aetivities. A doctor's pevception of 4 communi-
1y will vary according to his own needs, interests and attitudes.

GENERATING PHYSICIAN INTEREST
IN THE COMMUNITY

DEVELOPING A BROCHURE

Once a community decides it needs and ean support a physician, and
has carefully considered the advantages and opportunities it can offer a
doctor, it may wish to develop a brochure describing the community. Al-
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though the content will vary from community to community, it should be
comprehensive cnough to satisfy the various institutions, organizations
and individuals to whom it will be sent.

The following items are suggested for inclusion in the brochure:

—Current population and seasonal variations, if significant: total
population 10-20 years ago and percentage change; projected popu-
lation 10-20 years hence; total and percent of population that is
urban and rural; age and ethnic distribution of population; average
family size.

—Climate and topography; mean monthly temperature; average an-
nual and/or monthly precipitation, including snowfall; average ele-
-ation of area and character of local relief i.e. flat, hilly or rolling,
mountainous.

—Distance and travel time to neighboring towns and nearest city;
road, railroad and airport facilities (if possible include a map).

—Chief sources of income of residents; average yearly income; per
capita income; effective buying income per household; number and
percent of total occupied housing units classified as substandard.

—Employment (number and percent) by occupational groups, i.e. pro-
fessional and managerial, clerical and sales, services, farming, etc.,
and/or by industry group, i.e. manufacturing (food, tobacco, paper,
chemical, ete.) and nonmanufacturing (trade, construction, finance,
services, government, ete.); unemployment statistics.

—Number and types of businesses in community; gross retail sales;
per capita retail sales.

—Industrial development and trems; number and percent of residents
employed in manufacturing.

—Types of schools in community (include elementary, secondary and
higher education facilities, public and private), their enrollment and
location; median number of school years completed by residents;
number and percent of high school graduates entering college;
average per pupil expenditure for public education; plans, if any,
for new educational facilities in the area.

—Social and fraternal organizations; recreational opportunities; cul-
tural facilities available; number of churches, denominations and
membership; location of nearest shopping center of area.

—Number of physicians in the area, their ages, specialty, type of
practice (solo, group) and location; availability of other health and
health related personnel.

—Location of nearest hospital and services (emergency, laboratory,
diagnostic, consultative) it will offer physician; nearest medical
center, college or university and opportunities each may offer doctor
for continuing education; number, accessibility and utilization of

}
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ambulance services, community health centers, health departments,
home health care agencies and health plamning agencies.

—Availability of office space and equipment; if office space unavailable,
indicate if community will build and equip to doctor’s specifications,
and if costs will be borne completely or partially by community.

—Availability of housing; number of owner and renter occupied hous-
ing units in community; median value of owner occupicd units:
median rent of renter occupied units.

—Availability of arrangements to alleviate the financial strain of the
first few years of medical practice in the community. such as loans
which burden neither the doctor nor community; initial low rental
on office and home with option to later purchase or pay full rental.

—Communications from:

The mayor, town council and/or other responsible local officials
inviting doctor to settle in community.

Nearest hospital, offering staff privileges.

Local or nearby physician endorsing the recruitment effort, and
inviting doctor to practice in the area.

—Photographs of the community. either in separate portion of the bro-
chure or integrated with text.

—Unique features of the community.

—Address and telephone number of community spokesman who could

be easily contacted.

Some communities may wish to expand on certain of the above items,
while restricting or deleting others. Whatever the content of the final
product, it should represent an honest effort to depict as accurately and
completely as possible the community as an opportunity for medical
practice. For a doctor to visit and discover that the situation is not as
attractive as had been suggested would be extremely damaging.

Much of this information is available from various departments of local,
state, and federal government, professional associations and planning
agencies. Local sources of information could include: Chamber of Com-
merce, North Carolina Employment Security Commission, Economic
Development Commissions or similar group, Areawide Comprehensive
Health Planning Agencies, physicians and other health professionals,
health departments, fire and police departments and county extension
services (Sce Appendix for selected data sources).

CONTACTING APPROPRIATE RESOURCES

When the brochure or booklet has been completed, the community
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should contact various sources of potential assistance. Among alterna-
tives open to the community, contact could be made with:

—The Physician Placement Service of the Medical Socicty of the State
of North Carolina andlor the Sccretary of the Old North State
Medical Society. The placement service of the North Carolina Medi-
cal Society acts basically as a clearinghouse for requests both from
physicians wishing to locate or relocate in North Carolina, and com-
munities wishing to secure a physician. The Society is not involved
in physician—community negotiations, but maintains an updated
list of physicians and communities designed to bring the two togeth-
er. The Society will furnish these lists to a doctor or community
upon request. When contacting the Society, include a copy of the
brochure, and determine if a representative of the community could
meet with the Society’s field representative to discuss the communi-
ty's needs.

—Physician Placement Services of the American Medical Associa-
tion,

—Deans of the Medical Schools. A letter and copy of the brochure
could be sent to the deans of the medical schools in North Carolina
and neighboring states. This approach may not be very effective,
however, if the town is seeking a family physician. Efforts, perhaps,
should be more specifically directed to: )

Deans or Chairmen of the Departments of Community Medicine or
Community Health Services; or the Directors of the Departments of
Family Medicine or Family Practice Residency Programs.

—Hospitals. Most doctors decide on their future course in medicine
during internship and residency. These then are opportune times
for the community to contact a physician. The community's bro-
chure can be placed on the bulletin boards of teaching hospitals and
hospitals with family practice residency programs and approved
internships. It may be possible for a community representative to
speak to the interns and residents at these hospitals about the needs
and opportunities in his community. Since most doctors finish their
internships and residencies in June and July, the best time to make
such contacts is winter or early spring.

—Health Journals, Health journals, national, state and local, can be
used to list openings for medical practice. An advertisement should
provide as much information about the community as possible and
should be placed in the winter and early spring.

—State Board of Medical Examiners.

—Commercial Medical Placemenl Bureaus andlor Professional Con-
sultants. The community may also list its request with a private
medical placement bureau and/or employ a professional consultant.

—Medical Care Commission. The Commission, which administers a
loan program for medical and related studies, will provide a com-
munity with a list of medical loan recipients currently available for
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practice under terms of the loan agreement. The community is
responsible for all contacts and negotiations with the physician (See
Appendix for addresses of the above contacts).

A community should not confine its recruitment efforts to North Caro-
lina. Individuals and institutions in other states should be contacted.
North Carolina may be very attractive to a physician in New York City
or Chicago.

If the community knows of medical students, interns or residents who
have small town or rural backgrounds. it may be profitable to approach
them with the community’s offer. Physicians reared in a nonmetropolitan
area are much more likely to set up practice in a small community than
doetors with urban backgrounds. In some cases a community may be able
to financially aid a medical student in return for an agreement that he
will serve a defined period of time in the community for each year he is
so supported. Such an approach would involve more than simply provid-
ing financial support—the community must exhibit genuine personal
interest in the student and must assure him that his services will be
welcome after graduation.

KEEPING THE NEW PHYSICIAN

If the community is fortunate enough to acquire a physician, continu-
ing effort must be made to keep him. The community must remain sensi-
tive to the needs of the physician and work to maintain the kind of en-
vironment that will encourage him to remain. The following may serve
as useful suggestions:

—The community must support the new doctor by fully utilizing his
services. It must be remembered that he came in response to the com-
munity’s needs. and he will provide good medical care. At the same
time, residents must be considerate of the demands they make on
him and must respect his need for relaxation and privacy.

—The doctor and his family should be invited to become involved in
various community activities. However, the doctor’s free time is
limited and he must place restrictions upon his extracurricular acti-
vities if he is to function effectively as a physician.

—If the doctor is paying reduced rent on his home and office, this
practice should be continued until he feels he is earning an adequate
living and is able either to pay full rent or purchase.

—The community must respect the physician’s need and desire to at-
temd medical meetings and refresher courses to keep abreast of medi-
cal advances.

—If the physician feels that additional personnel or equipment would

enable him to deliver higher quality care to more people, the com-
munity should cooperate in every way possible.
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It is hoped that the information in this booklet will be useful to com-
munities both in their efforts to organize for heaith planning and in the
conduct of the health planning function itself. The booklet has stressed
the importance of mobilizing community interests and talents in the
development of innovative approaches to health care delivery which will
offer greater incentives to the physician and other health professionals.
The need lo effectively ulilize all available resources has also been em-
phasized.

The Committee on Community Health Assistance stands ready to pro-
vide guidance and assistance at any stage in the planning process to
local groups working to bring about improvements in health care delivery.
The effectiveness of the Committee, however, will be limited by time and
financial constraints. In the final analysis, it will be the commitment of the
community to obtaining optimum health care for all its residents that will
be the primary determinant of its success. .
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APPENDIX B
EMERGENCY MEDICAL SERVICES

It has been noted elsewhere in this booklet that emergency medical
services (EMS) probably represent the weakest aspect of the total health
care delivery system. The fragmentation of services that often exists be-
tween physicians, ambulance companies. rescue sgquads and hospital
administrators leads to the inefficient functioning of many EMS systems.
Yet this is an element of health care that can be improved if & community
recognizes the need for adequate, well-coordinated emergency medical
services, and initiates concerted community-wide action to develop these
services. The community must realize, however, that efficient emergency
medical services can be developed only if each of the components of the
system intermesh, and the system itself is an integral part of a total
health care delivery program.

An EMS system capable of marshalling the community resources
necessary to meet emergencies, whatever their magnitude, is composed
of four basic components: 1) adequate treatment at the scene of the
emergency; 2) a communication system which assures prompt response
to a need; 3) well stuffed and equipped emergency transportation; and 4)
high quality hospital emergency care facilities and staff. An evaluation of
these EMS components by the community is essential to any realistic
planning for improved emergency services, Such an evaluation should be
both an essential first step in planning and a continuing activity. Revalua-
tion should be designed to provide information on which to plan for fur-
ther improvements in services, and to stimulate the various agencies pro-
viding the services to maintain them at the highest possible level.

A community must ulso consider how the EMS system relates to other
aspects of the total heulth care delivery system. In examining some of
the ways in which physician services might be made available, a com-
munity should recognize that emergency care must be closely tied to any
arrangements it devises to obtain personal health care services. An
EMS system cannot function properly in isolation—it requires the kind of
supportive and backup services that working relationships with other
aspects of the total health care delivery system can afford.
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APPENDIX C
SELECTED DATA SOURCES FOR DEVELOPING A BROCHURE

American Hospital Association. Hospitals, Guide Issue. Chicago:  Amer-
ican Hospital Association. (issued annually; statistical information
on inpatient facilities, including size. ownership. and patterns of
organization and utilization). .

American Medical Association. Distribution of Physiciaus, Hospitals,
and Hospital Beds in the United States. Chicago: American Medi-
cal Association. (issued annually: statistical information on physi-
cian population, hospitals and hospital beds by region, state, county,
and metropolitan area).

Employment Security Commission of North Carolina. North Carolina
Insured Employment and Wage Payments. Raleigh:  Employment
Security Commission. (issued annually; summarizes, by county, em-
ployment and wage data of workers insured under the North Caro-
lina Employment Security Law).

Health Insurance Institute. Souree Book of Health Insuranee Data.  New
York: Health Insurance Institute. (issued annually; includes statis-
tical material compiled from insurance and government agencies,
hospital and medical associations).

Lonsdale, Richard E. Atles of North Carolina. Chapel Hill: The Uni-
versity of North Carolina Press, 1967. (general purpose atlas de-
signed to serve the needs of everyone concerned with the physical,
economic and social aspects of North Carolina).

North Carolina Department of Administration, Budget Division. North
Carolina State Government Statistical Abstract, Raleigh: Depart-
ment of Administration, 1971. (a convenient reference containing
selected statistical indicators of the many and diverse services pro-
vided by state government).

. Profile North Carolina Countics. Raleigh: Department of
Administration, (issued annually; contains information, by county,
on population, employment, retail sales etc.).

North Carolina State Board of Health, Public Health Statistics Section,
North Carolina Vital Statistics. Raleigh: State Board of Health,
(issued annually; includes information on births, deaths, marriages
and divorces for state, counties and selected cities).

North Carolina State Universitv. Agricultural Experiment Station.
Weather and Climate in North Carolina. Raleigh: North Carolina
State University, 1963.

Sales Management, Inc. Sales Management Survey of Buying Power.
New York: Sales Management, Inc. (issued annually; contains
cconomic data, including income by income bracket, per capita in-
come and effective buying power for all states, counties and metro-
politan areas).
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United States Department of Commerce, Bureau of the Census. Congres-
sional District Data Book. Washington: Government Printing Of-
fice. (supplement to statistical abstract published for each Congress,
and containing information on population, edueation levels, income
and consumption for each Congressional district).

.. County and City Data Book, Washington: Government
Printing Office. (supplement to Statistical Abstract containing in-
formation on population, education levels, income and consumption
by county and eity).

Currvent Popudation Reports, series P-25. Washington:
jovernment Printing Office.

. Divectory of Federal Statistics for Local Areas, a Guide to
Sowrees. Washington:  Government Printing Office, 1970.

. North Carolina County Business Patteras. Washington:
Government Printing Office (issucd annually; contains information
on payroll, number of employees for various business groups).

. Statistical Abstruct of the United States. Weshington:
Government Printing Office (issued annually; contains national
data and guide to additional sources of information).

. United States Census af Business. Washington: Govern-
ment Printing Office (issued every five years; contains information
on retail and wholesale trade and selected services for geographie
units as small as counties).

. United States Census of Housing. Washington: Govern-
ment Printing Office (issued every 10 years). ‘

. United States Ceasus of Population. Washington: Govern-
ment Printing Office (issued every 10 yeuars).

United States Department of Health, Education and Welfare, Public
Health Service. Health Resowrces Statistics. Washington: Govern-
ment Printing Office (statistics on health manpower and resources).

Vita! and Health Statistics. Washington: Government
Printing Office (several series published; contains information on
the leading causes of morbidity, mortality and health service utiliza-
tion by age, sex, location etc.).
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APPENDIX D

SUGGESTED CONTACTS FOR ASSISTANCE WITH
PHYSICIAN FECRUITMENT
Physician Placement Service
Medical Society of the State of North Carolina
I’. C. Box 27167
Raleigh, North Carolina 27611

W. T. Armstrong, M.D,
Secretary - Treasurer

Old North State Medical Society
Box 1337

Rocky Mount, North Carolina

Physician Placement Service
American Medical Association
535 N. Dearborn Strcet
Chicago, Hlinois 60610

Christopher C. Fordham, [I1, M.D.
Dean

School of Medicine

University of North Carolina
Chapel Hill, North Carolina 27514

Thomas D. Kinney, M.D.
Director of Medical Education
Duke University Medical Center
Durham, North Carolina 27710

Richard Janeway, M.D.

Dean

Bowman Gray School of Medicine
Winston-Salem, North Carolina 27103

Mr. Glenn Wilson

Associate Dean

Community Health Services

School of Medicine

University of North Carolina
Chapel Hill, North Carolina 27514

E. Harvey Estes, Jr., M.D.

Chairman

Department of Community Health Sciences
Duke University Medical Center

Durham, North Carolina 27710
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Donald M. Hayes, M.D.

Professor and Chairman

Department of Community Medicine
Bowman Gray School of Medicine
Winston-Salem, North Carolina 27103

North Carolina Medical Journal

Medical Society of the State of North Carolina
P. 0. Box 27617

Raleigh, North Carolina 27611

Journal of the American Medical Association
Classified Advertising Department

535 N. Dearborn Street

Chicago, Illinois 60610

Tar Heel Practitioner

North Carolina Academy of Family Physicians
607 Gaston Street

Raleigh, North Carolina

Family Physician

American Academy of Family Physicians
216 Volker Boulevard

Kansas City, Missouri 64112

State Board of Medical Examiners
222 N. Person Street

Suite 214

Raleigh, North Carolina 27611

The North Carolina Medical Care Commission

Box 25459
Raleigh, North Carolina 27611
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Universities & Hoapitals

University of Miami School of
Medicine
Miami. Floiida 33162

*The Medical Center
Columbus, Georgia

MacNeal Memorial Hospital
3249 South Oak Park Avenue
Rerwyn, lllinois 60412

West Suburban Hoepital
10 West Ontario Street
Oak Park, Illinois 60302

Peoria Schoul of Medicine
University of [1linois
College of Medicine
Peoria. Ilinois 61602

St. Francis Hospital
630 NE Glen Oak Avenue
Peoria, Illinois 60613

University of [llinois
College of Medicine
Rockford, Illinois

Southern Illinois University
College of Medicine

St. John's Hospital

701 East Mason Street
Springfield. Illinois 62701

*St. Mary's Hospitai
Evanaviile. Indiana

Methodist Hospital
of Indianapolis. Inc
1604 North Capital Avenue
Indianapolis. Indiana 46202

Saint Vincent's Hospital
120 West Fall Creek Parkway
Indianapalis. Indiana 46208

Ball Memorial Hospital
2401 University Avenue
Muncie, Indlana 47303
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Program

Division of Family
Medicine (Jackson
Memorial Hospital)

Family I’ractice
Residency

Family Practice
Training Program

Family I’ractice
Residency

Family I’ractice
Residency

Family I’ractice
Residency

Family Practice
Residency

Famlily Practice
Residency

Family Practice
Resldency

Family Practice
Residency Program

Family Practice
Residency

Family Practice
Residency

42

Program Director or Person in

Charge

Robert Roy, M.D.

University of Miami School of
Medicine

P. O. Box 875 - Biscayne Annex

Miami. Florida 33152

Howard G. Vigrass. M.D.

The Medical Center Family
Practice Unit

1936 Eighth Avenue

Columbus. Georgia 31902

Kenneth F. Kessel. M.D.. ABFP

MacNeal Family Practice
Training Program

MacNeal Memorial Hospital

3249 South Oak Park Avenue

Berwyn, Illinois 60412

A. L. Burdick. Jr.. M.D.
West Suburban Hospital
10 Weat Ontario Street

Oak Park. Illinois 60302

Dean R. Bordeaux. M.D. &
Fred Z. White. M.D.

Methodist Hospital of Central
Liinois

Peoria. llinois 61603

C. F. Neuhoff, M.D.
St. Francis Hoepital
Peoria, Illinois 61603

L. Pau} Johnson, M.D,

Rockford Medicai Education
Foundation

1601 Parkview Avenue

Rockford. Illinois 61101

William L. Stewart. M.D.
St. John's Hosplital

701 East Mason Street
Springfield. Illinois 62701

Raymond W. Nicholson. M.D.
Family Practice Clinic

St. Mary's Hospital

£00 St. Mary's Drive
Evansville, Indiana 47715

Ronald Blankenbaker, M.D.
Methodist Hospital
Graduate Mcdical Center
1604 North Capital Avenue
Indianapolis. Indiana 46202

A. Alan Fischer. M.D.

Saint Vincent's Family Practice
Center

120 West Fall Creek Parkway

Indianapolis. Indiana 46208

Ross L. Egger, M.D.
Ball Memorial Hospital
2401 University Avenue
Muncie, Indiana 47303
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Universities & Hoepitals

Memorial Hospital of
South Bend

615 North Michigan Street

South Bend, Indiana 46601

St. Joseph's Hospital
811 East Madison Street
South Bend. Indiana 64622

Mercy Hoapital
701 Tenth Street SE
Cedar Rapids, lowa 52403

Broadlawns Polk County
Hoepital

18th & Hickman Road

Des Moines, lowa 50314

*University of Kansas Medical
Center
Kansas City. Kansas

St. Joseph Houpital
3400 Grand Avenue
Wichita, Kansas 67278

Wesley Medical Center
550 North Hillside
Wichita. Kansas 67214

tiopkins County Hoepital &
Trover Clinic

237 Waddill Avenue

Madisonville, Kentucky 42431

Louisiana State University
Affiliated Hospitals
Ear] K. Long Memorial
Hospita)
6825 Airline Highway
Baton Rouge, Louisiana 70805

*Franklin Square Hospital
Baltimore County, Maryland

University of Maryland
School of Medicine

622 West Lombard Street

Baltimore, Maryland 21201

Harvard Medical School
83 Francis Street
Boston, Magsachusetts 02115

Oakwood Hosapital
Dearborn, Michigan

Program

Family I'ractice
Residency

Family I'ractice
Residency

Family I'ractice
Residency

Family I'ractice
Residency

Department of
Family I'ractice

Family 'ractice
Residency

l"a‘mlly Practice
Residency

Family Practice
Residency

Family Practice
Residency

Department of
Family Practice

Division of
Family Practice
(University of
Maryland School
of Medicine)

Family Health
Care Program

Family Practice
Residency

Program Director or Person in
Charge

L. L. Frank. M.D). &
Ben Biasini, M.D.
Memorial Hospital of South Bend
615 North Michigan Street
South Bend, Indiana 46601

Norman Holtzman, M.D.
St. Joseph's Hospital

811 East Madison Street
South Bend. Indisna 64622

Robert Martin, M.D.
Mercy Hospital

701 Tenth Street SE
Cedar Rapids. lowa 52403

Loran F. Parker, M.D.
Broadlawns P'olk County Hoapital
15th & Hickman Road

Des Moines. Jowa 50314

Jack D. Walker, M.D.
Department of Family Practice
39th and Rainbow Boulevard
Kansas City, Kansas 66103

James M. Donnell, M.D.
St. Joseph Hospital
3400 Grand Avenue
Wichita, Kansas 67278

G. Gayle Stephens, M.D,
Division of Education,
Wesley Medical Center
650 North Hillside
Wichita, Kansas 67214

Dan A. Martin. M.D.

Hopkins Co. Hospital & Trover
Clinic

237 Waddill Avenue

Madisonville, Kentucky 42431

Vauce Byars, M.D.

Earl K. l.ong Hospital

6826 Airline Highway

Baton Rouge, Louisiana 70805

William Reichel. M.D.
Franklin Square Hospital
Family Practice Center
9000 Franklin Square Drive
Raltimore, Maryland 21237

Edward J. Kowalewski, M.D.

University of Maryland School
of Medicine

Lombard & Green Strects

Baltimore, Maryland 21201

Joel J. Alpert, M.D.
Harvard University

83 Francis Street

Boston, Massachusetts 02115

E. M. Wakeman, M.D.
Oakwood Hospital

18101 Oakwood Boulevard
Dearborn, Michigan
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Universities & Hospitals

St. Joseph Hospital
302 Kensington Avenue
Flint, Michigan 48602

Fdward W. Sparrow Hospital
1215 East Michigan Avenue
Lansing. Michigan 48902

Midland Hosepital
4005 Orchard Drive
Midland, Michigan 48640

Saginaw Cooperative
Hospitals. Inc.

705 Conper Street

Saginaw, Michigan 48602

Hennepin County General
Hoepital

Portland & Fifth Streets. South

Minneapolis, Minncsota 55415

University of Minnesota
School of Medicine
Minneapolis. Minnesota

*St. Paul-Ramscy Hospital
and Medical Center
St. Paul, Minnesota

University of Missouri—
Columbia

School of Medicine

University Mcdical Center,
Stadium Road

Columbia, Missouri

Creighton University
School of Medicine
Division of Family Practice
3374 8. 13th Street

Omaha. Nebraska 68131

University of Nebraska
College of Medicine
42nd & Dewey Avenue
Omaha, Nebraska 68105

Hunterdon Medical Center
Rural Route No. 31
Flemington. New Jersey 08822

Lutheran Mcdical Center
4520 Fourth Avenuc
Brooklyn. New York

Deaconess Hospital
1001 Humboldt Parkway
Buffalo. New York 14208

Program

Family Practice
Residency

Family Practice
Residency

Fumily Practice
Residency Program

Family Medicine
Residency Program

Family Practice
Residency

Department of
Family Practice and
Community Health

Department of

Family Practice

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency
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Program Director or Person in
Charge

Louis E. Simoni, M.D.
St. Joseph Hoaspital
302 Kensington Avenue
Flint, Michigan 48602

Harold E. Crow. M.D.
Edward W. Sparrow Hospital
1215 East Michigan Avenue
Lansing, Michigan 45002

Robert E. Bowsher, M.D,
The Family Practice Office
4005 Orchard Drive
Midland, Michigan 48640

Roy J. Gerard, M.D.

Saginaw Cooperative Hospitals,
Inec.

7056 Cooper Street

Saginaw, Michigan 48602

Eldon Berglund. M.D.

Hennepin County General
Hospital

Portland & Fifth Streets, South

Minneapolis, Minnesota 55416

Edward W, Ciriacy. M.D.

University of Minnesota Medical
School

Minneapolis. Minnesota 55455

Vincent R, Hunt, M.D.

St. Paul-Ramsey Hospital and
Medical Center

University at Jackson St.

St. Paul, Minnesota 65101

A. Sherwood Baker, M.D.

School of Medicine

University Medical Center.
Stadium Rd.

Columbia. Missouri

Michael Haller. M,D.

Creighton Memorial St. Joseph's
Hoepital

2305 South 10th Street

Omaha. Nebraska

Francis L. Land, M.D.
Family Practice Clinic
42nd & Dewey Avenue
Omaha, Nebraska 68105

Frank C. Snope. M.D.
Hunterdon Medical Center
Rural Route No. 3}
Flemington. New Jersey 08822

Eugene Fanta, M.D.
Lutheran Medical Center
lrooklyn, New York 11220

Ernest R, Haynes, M.D.
The Family Practice Center
840 Humboldt Parkway
Buffalo, New York 14211




Universities & Honpitals Program Program Director or Person in

Charge
Charles S. Wilson Memorial Family Practice Stanley Erney. M.D.
Hospital Residency Family Practice Center
33.567 Harrison Street 33-57 Harrison Street
Johnson City, New Yark 13790 Johnson City. New York 13790

University of Rochester Family Medicine Eugene S, Farley. Jr.. M.D,
School of Medicine Program {(Highland Highland Hoapital

336 Mount Vernon Street Hospital) South Avenue at Bellevue
Rochester, New York 14620 Rochester, New York 14620

State University of New York Family Practice Francis Caliva. M.D.
Upstate Medical Center Reaidency St. Joscph's Hoapital
Syracuse. New York 13210 301 Proapect Avenue

Syracuse. New York 13210

University of North Carolina Family Practice William Herring, M.D.
School of Medicine Reaidency (Moaes H. Aanociate 'rofessor of Medicine
Chagal Hill, North Carolina Cone Memorial Houpital. Moses H. Conec Memorial

27514 Greensboro) H ospital

1200 North Elm Strect
Grecensboro, North Carolina
27406

Akron City Hoepital Family Practice Edward J. Shahady., M.D.
626 E. Market Strect Residency Akron City Hoepital
Akron, Ohio 44309 525 E. Market Street

Akron. Ohio 44309

Akron General Hospital Family Practice John P. Schlemmer, M.D.
400 Wabash Avenue Residency Akron General Hospital
Akron, Ohio 44307 400 Wabash Avenue

Akron. Ohjo 44307

Grant Hoepital Family Practice John P. Stevena, M.D.
309 E. State Street Residency Grant Hoepital
Columbus, Ohio 43216 309 E. State Street

Columbus, Ohio 43215

*Miami Valley Hospital Family Practice Raymond K. Bartholomew, M.D.
Dayton, Ohio Residency Program Miami Valley Family Practice
Unit

One Wyoming Street
Dayton. Ohio 45409

St. Elizabeth Medical Center Family Practice William A, Stowe, M.D.
Dayton. Ohio . Reaidency St. Elizabeth Hoapital
601 Miami Boulevard West
Dayton. Ohio 45408

Flower Hospital Family Practice Franz B. Ruwe. M.D.
3360 Collingwood Residency Flower Hoapital
Toledo. Ohijo 3150 Collingwood
Toledo. Ohjo 43610
*Merey Hospital Family Practice Atilla M. Yetia, M.D.
Toledo. Ohio Reaidency Family Practice Group
Jefferson and 23rd Streets
Toledo, Ohio 43624
University of Oklahoma Division of Roger |. Lienke. M.D.

School of Medicine Family Medicine University of Oklahoma Family
Oklahoma City, Oklahoma Medicine Clinic

73104 1600 Phillips

Oklahoma City. Oklahoma 73104
University of Oregon Mecdical Family Practice Laurcl G, Case. M.D.

School Residency Division of Family Practice
Hoepital and Clinic University of Oregon School of
Portland, Oregon Medicine

Portland, Oregon
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Universities & Hospitals

The Pennsylvania State
University

College of Medicine

The Milton S. Hershey Medical
Center

Hershey, Pennsylvania 17033

Conemaugh Valley Mcmorial
Hospital

1086 Franklin Street

Johnatown, Pennsylvania 15905

L.ancaster Hoapital
526 North Duke Street
Lancaster, Pennsylvania 17604

St, Margaret Memorial Hospital
265 46th Strect
Pittsburgh. Pennsylvania 15201

Shadyside Hospital
6230 Centre Avenue
Pittsburgh, Pennsylvania 1522

*Reading Hospital
Reading, Pennsylvania

Washington Hospital
1656 Wilson Avenue
Whashington, Pennsylvania 15301

York Hospital
100} South George
York. Pen naylvania 17405

Medical University of South
Carolina

College of Medicine

80 Barre Street

Charleston. South Carolina
29401

Grecenville General Hospital
Greenville. South Carolina

Spartanburg General Hospital

101 East Wood Strect. Box 4186

Spartanburg. South Carolina
29303

University of Tennessee

Memorial Rescarch Center nnd
Hoapital

1924 Alcoa Highway

Knoxville. Tennessee 37920

McLennan County Medical
Society

P, 0. Box 5110

Waco. Texas 76708

Program

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Fnmily Practice
Residency

Family Practice
Residency

Family Practice

Residency

Family Practice
Residency

Family Practice

Residency

Program Director or Person in
Charge

Thomas L. Leaman. M.D.

Department of Family Practice

The Milton S, Hershey Medical
Center

Hershey, Pennsylvania 17033

Thomas Dugan. M.D,

Conemaugh Valley Memorial
Hoespital

1086 Franklin Street

Johnstown. Pennsylvania 16905

Nikitas J. Zervanos, M.D.
Lancaster General Hospital

625 North Duke Street

L.ancaster, Pennsylvania 17604
James A. Ferrante. M.D.

St. Margaret Mcmorial Hospital
265 46th Street

Pittsburgh. Pennsylvania 15201

William J. Garner. M.D.
5230 Centre Avenue
Pittsburgh, Pennsylvania 15232

Arlington A, Nagle. M.D.
Reading Hoepital

6th & Spruce

Reading. Pennsylvania 19602

S, V. Spagnala. M.D.
Washington Hospital

165 Wilson Avenue

Washington. Pen nasylvania 15301

Thomas M, Hart. M.D.
100} South George
York. Pennsylvania 17405

Hiram B, Curry, M.D.

Medical University of South
Carolina

College of Medicine

80 Barre Street

Charleston, South Carolina 29401

E. F. Gaynor, M.D.
Greenville General Hospital
Greenvllle, South Carolina

Robert H. Taylor. M.D. and
Warren Lovett, M.D.

10) East Wood Street. Box 4186

Spartanburg, South Carolina
29303

Robert F. Lash, M.D.

Memorial Research Center and
Hoespital

1924 Alcoa Highway

Knoxville, Tennessee 37920

Jackson K, Walker, M.D.
Providence Hospital

1726 Colcord Avenue
Waco, Texas 76703




University of Utah Affiliated
Hoapitals

For Family Practice

50 North Medical Drive

Salt Lake City, Utah x4112

McKay:Dee Houpital
4919 Harrison Boulevard
Ogden, Utah R4402

St. Bencedicts Hoopital
3000 Polk Avenue
Ogxlen. Utah 4403

University of Virginia Medical
Center

Jefferson Park Avenue

Charlottesville, Virginia 22901

Fairfax Hoepital

3:100 Gallows Road

Falls Church. Virginia 22046

(Affiliated—Medical College of
Virginia)

Riverside Hospital

J. Clyde Morris Boulevard

Newport News, Virginia 23601

(Affilidated —Medical College of
Virkinia)

The Medical College of Virginia

The Health Sciences Division
of Virginin Commonwealth
University

Twelfth and Brond Streets

Richmond, Virginia 23219

Doctors Hospital
909 University Street
Seattle. Washington 9x10)

Group Lealth Cooperative
of Puget Sound

200 Fiftcenth Eaat

Seattle. Washington 98102

University of Washington
School of Medicine
University Hospital

1969 N. E. Pacific Street
Seattle. Washington 9x195

Universily of Wisconsin
School of Medicine

333 North Randall Avenue
Madison, Wisconain 53706

St. Michael Hoapital
2400 West Villard Avenue
Milwaukee, Wisconsin 63200

‘new program

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency

Residency Training

Program for
Family Practice

Family Practice
Residency

Family Practice
Residency

Family Practice
Residency
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John Geyman, M.h.

University of Utah College of
Medicine

Medical Center

50 North Medical Drive

Salt Lake City, Utah 84112

George Snell. M.D,
McKay-Dee Houpital
3939 Harrison Boulevanl
Ogden. Utah 84402

Robert Patts, M.D.
St. Benedicts Hospital
3000 Polk Avenue
Ogilen, Utah 84403

Richard W. Lindsey, M.D.

University of Virginia Medical
Center

Jefferson Park Avenue

Charlottesville, Virginin 22001

Alan Mackintosh, M.D.
Family Practice Center
Fairfax Hospital

3300 Gallows Road

Falls Church. Virginia 22046

Edward L. Alexander, Jr.. M.D.
Family Practice Center
Riverside Hospital

J. Clyde Morris Boulvard
Newport News, Virginia 23601

Fitzhugh Mayo. M.Dh.

Department of Family Practice

The Medical College of Virginia

The Health Sciences Bivision of
Virginia Commonwealth
University

Twelfth and Broad Strects

Richmond, Virginia 23219

Joseph Scardapone. M.D.
Doctors Hospital

909 University Street
Seattle. Washington 98101

John Quinn, M.D.. Chief of

Medicine

Group Health Cooperative of
Puget Sound

200 Fifteenth East

Scattle. Washington 98102

T. J. Phillips, M.D.

Univeraity of Washington School
of Medicine .

University Hoapital

1959 N.E. Pacific Street

Seattle. Washington 98195

John H. Renner. M.D.

University of Wisconsin Medical
Center

418 North Randall Avenue

Madison, Wisconsin 53706

Norbert G. Bauch, M.D.

St. Michael Hoapital

2400 West Villard Avenue
Milwaukee, Wisconsin 63209




APPENDIX F
SELECTED BIBLOGRAPHY

American Medieal Association. Community Organization for Health Ser-
rices in Rural Areas. Chicago: American Medieal Association. Cou-
c¢il on Rural Health,

e Guidelines For Community Health Programs. Chicago:
American Medical Association,

o Health Care Delivery in Rural Aveas, Chicago: American
Medical Association, Comneil on Rural Health, 1969.

ok Physician For Yonr Community. Chicago: American
Medical Association,

.ob Report on Physician Manpower and Medical Education,
Chicago: American Medieal Association.

Ameriean Medical News. “M.D.s Assistant in Demand,” Awmerican
Medical News, Qctober 25, 1971 p. 7.
Amoss, Harold L., Ph.D. “Community Involvement in Health Planning.”

American Medical Association’s 21st National Counference on Rural
Health, Seattle, Washington, March 29, 1968,

Andrus, Len Hughes, M.D. “llome Carve for Rural Poor,” Hospitals,
4:4:43, March 1, 1970.

_  ___."How Do We Get Top Noteh Care to The Crossroads?™
Medical Care, 8:350, September-October, 1970,

Anzel, Daniel M. *The Need for Centralizing Local Health Care Ser-
viees", Medical Care, 8:414, September-October, 1970,

Bible, Bond L., Ph.D. Physicians’ Views of Medical Practice in Non-
metropolitan Communities”, Public Health Reports, 85:11, Jamary,
1970.

Bodenhcimer, Thomas S. *Mobile Units: A Solution to the Rural Health
Problem?" Medical Care, 7:144, March-April, 1969,

Castleton, k. B. “The Present Dilemma of Rural Heulth Services,”
Rocky Mountain Medical Jowrnal, 67:29, January, 1970.

Chamberlin, R. T. “The QOrganization of Rural Health Services"”, Journal
of the Maine Medical Association, 61:27, February, 1970

Committee on Physicians Shortage in Rural North Carolina. Physician
Shortage in Rural Novth Carolina. Raleigh: Legislative Research
Commission of the North Carolina General Assembly, 1969.

Comprehensive Health Planming. Virginia Office. Report on Health Ser-
cices for Rural Virgiviens. Richmond: Comprehensive Health Plan-
ning, Virginia State Health Department, 1970.

Curtis, E. “Some Social Aspects of Medical Care in Small Communities,™
Canadinn Jowrnal of Public Health, 62:6, January-February, 1971.

Fahs, Ivan J. and Oster L. Peterson. “Towns Without Physicians and

48




Towns with Only One—A Study of Four States in the Upper Mid-
west. 1965, sAmerienn Journnl of Public Health. 58:1200 July.
1968.

Gingras, R, *The Practice of Paramedical Professions in Under-Populated
Regions,” Transactions and Studies of the College of Physicians of
Philadelphia, 37:191, January. 1970.

Harrell. G. T. “Rural and Small Town Practice. Future Training and
Role of the Family Physician.” Jowrnal of the American Medical
Association, 209:399, July 21. 1969.

Hospitals, “Nurse Practitioners,” Haspitals, 1.1:57, May 1. 1970,
-— . "The Physician's Assistant.” Hospitals, 15:42, June, 1971.
Lantz. R. J. “Role of the Community in Developing Improved Health

Care.” Bulletin of the New York Academy of Medicine, 16:1028,
December, 1970,

McNerney, Walter J. and Donald C. Riedel. Regionalization and Rural
Health Care, Ann Arbor: University of Michigan Press, 1962,

Medical World News, “Are More Doctors the Only Answer to Rural
Health Care?”, Medical World News, 12:29. May 28, 1871.

Myers. S, “The Physician’s Assistant in the Community Hospital and in
Office Practice.” Annals of the New York Academy of Seicnee,
166:911, December 31, 1969.

National Commission on Community Health Services, Report of the Task
Force on Organization of Community Health Services. Health
Administration and Organization in the Decade Ahead, Washington:
Public Affairs Press, 1967.

— Health is a Cammunity Affair. Washington: Public Affairs
Press, 1967,

Parker, R. C. and T. G. Tuxill. “The Attitudes of Physicians Toward
Small Town Practice.” Jorrnal of Medical Education, 42:327, April,
1967.

Parker. R. C. et al. “Social. Economic and Demographic Factors Affect-
ing Physician Population in Upstate New York,” New York Jowrnal
of Medicine, 69: 760, March 1, 1969.
Saltzman, B. N. “Comprehensive Health Plaining for Rural Areas,”
Jowrnal of the Tennessee Medical Association, 62:622, July, 1969.
Samazaro, Paul J., M.D. “Physician Support Personnel in the 1970's,”
Jawrnal of the American Medical Association, 214:98. October 5,
1970.

Wilson, Vernon E., M.D. “Rural Health Care Systems,” Journal of the
American Medical Association, 216:1623, June, 1971.

49 53




